
Special Notes Concerning MEDDAC OP 55-A 
 
 

1.  MEDDAC OP 55-A is specifically for use by optometrists of the 
MEDDAC’s outlying clinics only.  It is the counterpart of MEDDAC 
OP 55, which is used at the MEDDAC headquarters only. 
 
2.  You should print both pages of this form (which follows immediately 
after this page) and use those printed copies as masters from which to 
make the copies you will be working with.  Remember, when you make 
front-to-back copies of the form, to also make them head-to-foot.   



MEDDAC (Ft Meade) OP 55-A, 1 Dec 00

MEDICAL RECORD  --  SUPPLEMENTAL MEDICAL DATA
For use of this form, see AR 40-400; the proponent agency is the Office of the Surgeon General.

(See DD Form 2005 for Privacy Act Statement)

REPORT TITLE OTSG APPROVED (Date)

PREPARED BY (Signature & Title) DEPARTMENT/SERVICE/CLINIC DATE

(Continue on reverse)

PATIENT'S IDENTIFICATION (For typed or written entries give:  Name--last, first,
middle; grade; date; hospital or medical facility)

HISTORY/PHYSICAL

OTHER EXAMINATION
OR EVALUATION

DIAGNOSTIC STUDIES

TREATMENT

FLOW CHART

OTHER (Specify)

DA 4700FORM
1 MAY 78

OPTOMETRIC EXAMINATION RECORD

SECTION I - TO BE COMPLETED BY THE PATIENT

1.  Age 2.  Sex
o  Male  o  Female

3.  Occupation 4.  Do you wear glasses?
o  Yes    o  No

5.  Do you wear contact
lenses?  o  Yes    o  No

6a.  Have you had surgery to correct
your vision?  o  Yes  o  No

6b.  If answer to 6a is "Yes," when was the surgery performed? 

7.  Indicate all of the following that you have ever had a problem with:  o  Glaucoma  o  Eye injury  o  Eye disease  o  Eye surgery
o  Crossed or "lazy" eye  o  Diabetes  o  High blood pressure  o  Heart disease  o  Ear, nose and throat  o  Breathing  o  Kidney  o  Blood
o  Allergies  o  Skin
o  Any other health problems: ___________________________________________________________________________________________

8.  Does any close relative have a serious vision problem?  o  Yes  o  No   If "Yes," who?

9.  What medications are you allergic to?

10.  What medications are you now taking?

11.  What caused you to seek this appointment today?

In the future, if you notice any sudden change in your eyes' comfort, appearance, vision, see flashing lights, or see a sudden
increase in black objects floating in your vision, you should seek help immediately.

Patient's signature Date

12a.  The purpose of dilating your eyes is so that the doctor can get a much more
thorough view of the inside of your eye. This is particularly important if you have an
unexpected change in your vision, have health problems such as diabetes or high blood
pressure, or as you get older. When was the last time your eyes were dilated with eye
drops?

12b.  If dilation is performed, you should not drive.
Your near, and perhaps even your far vision will be
blurry, and you will be sensitive to brights lights the
rest of today. If you need to be dilated, can you have
this procedure performed today?  o  Yes  o  No

SECTION II - TO BE COMPLETED BY THE DOCTOR

13.  Is the patient oriented to time, place and person.  o  Yes  o  No 14.  Medical record?  o  Yes  o  No

23.  Contact lens Rx:  Brand:

15.  Unaided VA 16.  Tonometry: tonopen, NCT,

far 20/ near 20/

20/ 20/

applanation

time (             )

OD _______

OS _______

17.  Current Rx

OD  ___________________________

OS  ___________________________

20/ 

20/                 Add:

18.  Contacts:  Brand ___________________

OD _______  K's _______/_______@______

20.  PD:       /             Confrontations: full   Pupils:  PERRLA  -MG  EOMs: full   NPC _____"

OS _______  K's _______/_______@______

19.  Autorefraction:

OD  ____________________

OS  ____________________

20/ 

20/              Add:

Subjective ____________________

____________________

21.  Color vision: 22.  Stereo vision:

24.  Cover: with/without Rx   Far____  Near ____OD ____________________

OS ____________________



Right eye:
Left eye:

o  Clear
o  Normal
o  Normal
o  Flat without
holes, tears or
homorrhages

SECTION II - TO BE COMPLETED BY THE DOCTOR (Continued)

25.  Anterior Segment:

Lashes
Lids

Conjunctiva
Anterior chamber

Iris
Cornea

Lens
Angle

o  Clear
o  Normal
o  Normal
o  Clear
o  Normal
o  Clear
o  Clear
o  Open

o  Clear
o  Normal
o  Normal
o  Clear
o  Normal
o  Clear
o  Clear
o  Open

OD OS

26.  Posterior Segment:

o  1% Trop   o  2.5% Phenyl   o  1% Cyclogel
o  0.5% Proparacaine
                                    (time ______________)

o  direct  o  BIO  o  90D  o  78D  o  60D

Media
Optic nerve

Macula
Periphery

o  Clear
o  Normal
o  Normal
o  Flat without
holes, tears or
hemorrhages

OD OS

27.  CD:

28.  Assessment  (select all that apply)

                    o  Emmetropic    o  Hyperope    o  Myope    o  Astigmat    o  Prepresbyopic    o  Presbyopic
                    o  Emmetropic    o  Hyperope    o  Myope    o  Astigmat    o  Prepresbyopic    o  Presbyopic

29.  Plan

Prescribe (subjective) add: (                     )   Return __________  o  Years  o  Months

SECTION III - REMARKS
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